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Abstract
Violence within mental health units is a severe and increasing problem that affects staff,
patients, and the health care setting in general. Nurses often rely on unstructured clinical
judgment (UCJ) to predict violent episodes rather than empirically-derived, structured risk
assessment instruments. Structured risk assessment tools are more accurate than UCJ in
predicting risk for imminent aggression and reducing restrictive practices, including seclusion.
This project implemented the DASA (Dynamic Appraisal of Situational Aggression) to identify
risk for aggression or violence. The population included 50 registered nurses who worked in an
inpatient, adult mental health unit in an urban setting in the Midwest. The nurses received
education about the use of the DASA via a PowerPoint. The project team used the Plan-DoStudy-Act cycle to identify needed changes to the initial plan, modify the intervention, and act
on findings. The project findings demonstrated that the DASA was a useful tool and that the
nurses felt that routine screening for violence using the DASA enabled them to decrease the use
of restraint and seclusion by identifying those at risk for aggression before an event occurred.
Keywords: Type II Violence, Mental Health, DASA, PDSA Cycle
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Implementing the DASA in a Mental Health Unit
This paper describes the planning, implementation, and evaluation cycles of a quality
improvement project that implemented a violence risk assessment (VRA) in an adult mental
health unit. The project team measured nurses' perceptions about using the Dynamic Appraisal of
Situational Aggression (DASA). This project was designed to determine if participants felt that
the DASA was useful as a clinical tool, was easily incorporated into their workflow, and helped
them implement appropriate interventions to avoid coercive measures (Lannta, Daffern, Kontio
& Valimaki, 2015). The paper offers recommendations and conclusions which the project team
deemed useful to the future study of this practice problem.
Background
The problem of patient violence against health care staff has been recognized as a priority
issue by state and federal governments, as well as many major influential and regulatory
organizations (American Hospital Association [AHA], 2017; Occupational Safety and Health
Association [OSHA], 2015; The Joint Commission [TJC], 2018; World Health Organization
[WHO], 2002). Patients who present with violent and aggressive behaviors threaten the safety of
health care workers, other patients, and visitors. While many threats and assaults in health care
are known to go unreported, workers in mental health occupations experience workplace
violence second only to law enforcement occupations (United States Department of Justice,
2011).
Workplace Violence
Workplace violence (WPV) consists of physically and psychologically damaging actions
that occur in the workplace, while employees are on duty (National Institute for Occupational
Safety and Health [NIOSH], 2013). WPV ranges from offensive or threatening language to
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homicide. NIOSH classifies WPV into four basic types: Type II violence (defined as the
perpetrator being a customer or person of the workplace) is the most common in health care.
This type of violence occurs when an “individual has a relationship with the business and
becomes violent while receiving services” (NIOSH, 2013, slide 5). Between 2011 and 2013, the
number of workplace assaults averaged approximately 24,000 annually, with nearly 75%
occurring in health care settings (Occupational Safety and Health Administration [OSHA],
2015). Costs related to workplace violence may be both direct and indirect, including workers’
compensation costs for injury care, stress-related illnesses, medical leaves, attendance issues, and
higher employee turnover rates (Papa & Venella, 2013).
Violence in Health Care
The rate of health care workers who missed work due to injuries caused intentionally by
others in the workplace was four times the overall United States rate (OSHA, 2015). Health care
workplace violence negatively affects patient care and satisfaction, and, as a result,
organizational outcomes suffer (Kraus & Sheitman, 2004; Lanza, 2006; LeBel & Goldstein,
2005). In addition, the incidence of workplace violence is thought to be much higher than
documented. A significant number of violence incidents were found to be unreported (Gerberich
et al., 2004). One medical center determined that up to one-half of the verbal and physical
assaults by patients against nurses were never reported in writing (Arnetz et al., 2015). Health
care workers stated that they did not report acts of violence because reporting processes are often
inconvenient, they feared repercussions, accepted violence incidents as ‘part of the job,' or did
not realize what constituted ‘violence' (Institute of Medicine [IOM], 2014; Thompson, 2015).
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Violence Against Nurses
Increased rates of assault correlate with patient-contact time; therefore, nurses and
nursing staff are victimized at the highest rates (Cornaggia, Beghi, Pavone, & Barale, 2011;
Rodriguez-Acosta, Myers, & Richardson, 2010). Up to 80 percent of reported violent acts from
patients are directed toward nurses (OSHA, 2015). Ducan, Estabrooks, and Reimer (2000) found
that 46% of nurses reported some type of workplace violence during their five most recent shifts,
and of these nurses, one-third of them were physically assaulted.
Nurses who experience workplace violence may suffer physical and psychological
trauma that affects their quality of life and capacity to perform work activities (Arnetz & Arnetz,
2001). The fear generated from working in a climate of potential danger can undermine patient
care (Kaunomaki et al., 2017), and violence incidents are associated with higher turnover, and
deterioration of productivity and morale among nursing staff (Gates, Gillespie & Succop, 2011).
Assaults against nurses were identified as an outcome indicator in 2017 by the National Database
of Nursing Quality Indicators (NDNQI) because such events were reaching what was considered
epidemic levels and had a detrimental impact on nursing care (Zimmerman, 2017).
Violence in Mental Health Settings
Violence incidents are more pervasive in mental health settings than in other patient care
areas (Nie et al., 2019). Numerous studies have found that up to 90% of mental health staff have
experienced physical assaults or threats of violence (Newton, Elbogen, Brown, Snyder, &
Barrick, 2012; Rippon 2000). From 2009 through 2012, U.S. states cut $4.35 billion, in total,
from mental health budgets (National Association on Mental Illness [NAMI], 2011). Experts
speculate that mental health funding decreases have contributed to increases in violence in
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mental health settings because more acutely ill mental health patients are presenting to health
care facilities (NAMI, 2011).
Seclusion and Restraint
Psychiatric emergencies such as suicide attempts and behaviors that harm self or others
are challenging and warrant immediate interventions. Mental health workers are often left with
few alternatives while managing escalating behaviors and so resort to using coercive and
restrictive interventions. Joint Commission on Accreditation of Health Care Organizations
(JCAHO) defined restraint as a chemical or physical method to restrict a patient's freedom of
movement, physical activity, or normal access to his or her body (JCAHO, 2014). Restraint
measures are often used when escalating behavior is perceived to threaten either the worker’s or
patient’s safety. Specific examples of restraint include chemical interventions (such as sedatives
or psychoactive drugs), seclusion, or belts, vests, and other devices designed to restrict patient
movement. Since restraint use carries a significant risk of harm to patients, health care facilities
are mandated to limit the use of such measures and to monitor their use when implemented
(JCAHO, 2014).
Seclusion (a type of restraint) is defined as the involuntary confinement of a patient alone
in a room with the patient physically prevented from leaving for any period (Fassler & Cotton,
1992). Seclusion is commonly used for agitated patients who may benefit from a limited
environment. Seclusion may include placing a patient in a locked room, a room in which
freedom is restricted, or placing a patient away from a group (Fassler & Cotton, 1992).
Coercive and restrictive interventions are often harmful during their implementation or
use (Mohr, Petti, & Mohr, 2003). Physically or psychologically vulnerable or traumatized
patients may be most susceptible to harm from coercive measures (American Psychiatric
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Association [APA], 2003). The APA (2003) states that the use of restraint and seclusion is
allowable when, according to clinical judgment, less restrictive interventions are inadequate or
inappropriate, and the risks outweigh the benefits. Experts agree that physical restraint and
seclusion should be used as a last resort in extreme agitation and should be removed as quickly
as possible (APA, 2003; JCAHO, 2014). As LaFond (2007) notes, "seclusion and restraint are
not a treatment, it is a response when treatment breaks down" (p.12). More recent
recommendations suggest that restraint and seclusion serve no therapeutic purpose, have adverse
physical and psychological consequences for patients, and should be eliminated (Goulet &
Larue, 2016). Seclusion and restraint use negatively affects nurses on a professional and
personal level (Bonner, Lowe, Rawcliffe, & Wellman, 2002; Larue, Piat, Racine, Menard, &
Goulet, 2010). Nurses who play a role in the circumstances leading to use and aftermath of
restraint and seclusion often experience feelings of shame, fear, distress, and concern that they
may be abusing patients' autonomy (Bonner, Lowe, Rawcliffe & Wellman, 2002).
Need for the Study
The practice setting for this project was a 14-bed, inpatient, mental health unit in a
metropolitan hospital system. The patient population consisted of adults with acute and chronic
mental health issues, such as depression, psychosis, bipolar disease, schizophrenia,
schizoaffective disorders, dementia, and substance abuse, with or without comorbidities. The
average length of stay on the unit was 11 days (K. Thraen & E. Miller, personal communication,
February 5, 2019). In 2018, there was a monthly average of 26 violent events in this unit. Of
these events, 56% were verbal assaults, 35% were physical assaults without injury, and 9% were
physical assaults with an injury (Institutional Quality Council, March 15, 2019). Prior to this
project, the nurses in this unit did not use any structured criteria to assess the risk of violence and
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relied on UCJ to evaluate patients. When asked informally, a patient care supervisor, a nurse, and
a behavioral health associate from this unit all reported being "moderately" confident in their
ability to identify patients who are at high risk for violence. Nursing managers stated that nurses
identified patients at high risk for violence based on" history and behavioral state," (K. Thraen &
E. Miller, personal communication, February 5, 2019).
Statement of the Problem
Without using a structured approach to assessing risk for violence, the project team
surmised that nurses in this practice setting with less clinical expertise in mental health might
less accurately identify objective criteria related to violence and aggression. Nurses' ability to
recognize or detect behaviors before the escalation of aggression had the potential to improve the
management of such behaviors because interventions to reduce aggression could be implemented
while the patient's behavior was still manageable (Griffith, Daffern, & Godber, 2013).
PICO (Population, Intervention, Comparison, Outcome) Question
The research suggested that the process of conducting a risk assessment, alone, may
change the probability of future violence and aggression by either better structuring the ongoing
clinical care of the patient or by changing the patient's clinical pathway (for example,
transferring the patient to a more secure clinical setting) (Abderhalden et al., 2008). The
emerging focus on tools for violence risk assessment has evolved due to the prevalence of
violent incidents and the profound impact these incidents have on patients, staff, and mental
health service delivery (Daffern, 2007). This project team aimed to implement an evidence-based
intervention for violence risk assessment that was feasible in the practice setting, given the types
of patients, rates of violence, work processes, and the organizational leadership and culture
(Watt, Storey, & Hart, 2018).
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This project included conducting a literature appraisal and synthesis to determine an evidencebased tool that would assist nurses in assessing their patients' risk for violent behavior. This
project team sought to answer the following PICO question; In an adult inpatient mental health
unit, what are nurses’ perceptions about the usefulness of the DASA, and how does it affect their
ability to predict episodes of violence? This paper includes a description of the project planning,
implementation, and evaluation process used to address the PICO question.
Theoretical Framework
The National Collaborating Centre for Mental Health (NICE, 2015) suggests that a
specific theoretical framework might be the key to successfully managing violence against health
care workers. The center goes on to state that adopting preventive and control measures
according to different theoretical models might be useful in defining a universal framework. The
project team adopted a theoretical framework related to the recognition of observable cues of
violent behavior to conduct this project. In addition, a model for improvement guided the project
team to use continuous improvement strategies to evaluate program activities.
Violence Phenomenon Framework
The team considered theories related to violence towards health professionals (i.e., clienton-worker violence or Type II violence) as classified by the University of Iowa Injury Prevention
Research Center (2001). The Staring and Eye Contact, Tone and Volume of Voice, Anxiety,
Mumbling and Pacing (i.e., 'STAMP') violence assessment framework contends that observable
elements of behavior which indicate a potential for violence can be conceptualized as a potential
nursing violence assessment framework (Luck, Jackson, & Usher, 2007). The STAMP
framework focuses on describing the phenomenon of violence in order to develop strategies
intended to mitigate violence (Luck, Jackson, & Usher, 2007). The authors of the framework
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initially identified five critical elements of behavior (represented by the acronym STAMP),
potentially conducive to violence in patients or their relatives and visitors when presenting at an
emergency department.
Chapman, Perry, Styles, and Combs (2009), further developed the STAMP framework to
include four additional factors (Emotions, Disease Processes, Assertiveness, and Resources). The
enhanced 'STAMPEDAR' framework had proved useful in emergency care settings and was
extended to other areas of hospital care. Later, Chapman et al. added a comprehensive list of 18
behavioral cues incorporated into a Violence Assessment Tool (VAT) designed to extend the
framework to all acute patient care areas (Chapman et al., 2009).
The project team used the ‘STAMPEDAR’ framework to guide this project because
nurses in this practice setting would potentially benefit from using observable cues as potential
predictors of violence. Based on the ‘STAMPEDAR’ framework, the team implemented an easyto-use, efficient tool to assess observable cues related to violent behavior.
Project Planning/Evaluation Framework
The Institute of Medicine (IOM, 2005) defines quality improvement (QI) as systematic and
continuous actions that lead to measurable improvement in the health care services of targeted
patient groups. Since this project could be categorized as a quality improvement project, the
Institute for Health Care Improvement’s (IHI) Model for Improvement served as an appropriate
framework for planning, implementation, and evaluation activities (Hilton & Anderson, 2018).
Part one of the IHI model challenges project planners to answer the following three
questions: ‘what are we trying to accomplish?,’ ‘how will we know that a change is an
improvement?’ and, ‘what change can we make that will result in improvement?’ (IHI, 2016).
The project team was tasked to determine time-specific, measurable aims, and then select the
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change and measures to show if the change was an improvement. In the IHI model, the change is
implemented using the Plan-Do-Study-Act (PDSA) cycle to disseminate it to other parts of an
organization (IHI, 2016).
PDSA Cycle
PDSA is an acronym for a cycle, which includes developing a plan to test a change,
carrying out the test, observing and learning from the consequences, and determining what
modifications should be made to the test so that it may be repeated (Johnson, 2015). The PDSA
model has been used in quality improvement projects for many years because of its simplicity
and applicability to different situations (Reed & Card, 2016). PDSA is an extremely flexible
method that was used to implement this project because it could also be adapted to support the
scale-up of the intervention as well as the monitoring activities to support the sustainability of
the change (IHI, 2016). The PDSA cycle is repeated, often rapidly and on a small scale, as
needed to refine a project. The four stages of PDSA mirror the scientific method, i.e.,
formulating a hypothesis, collecting data to test a hypothesis, analyzing and interpreting results,
and making inferences to iterate the hypothesis (Reed & Card, 2016). Unlike the scientific
method, however, the PDSA model allows the project team to modify facets of the project
implementation based on if the change being made is an improvement (IHI, 2016). During the
‘Plan’ stage of this project, the team determined a purpose or aim of the project, the method (or
methods) to measure success, and a plan of how to implement the desired change. The ‘Do’ stage
involved implementing the change, which led to the ‘Study’ stage, the point when outcomes
were evaluated to determine the need for modifications.
The project team used an extensive literature appraisal, a stakeholder analysis, and an
assessment of organizational resources to plan the project and determine which risk assessment

9

IMPLEMENTING THE DASA IN A MENTAL HEALTH UNIT
tool to implement and how to implement it efficiently. The team also developed participant
education and measures of compliance and fidelity to evaluate the change. After nurseparticipants implemented the DASA for a designated amount of time, during the 'Act' stage, the
team used information learned from the previous phases to modify the original methods or
predictions (Johnson, 2015). Since findings from this project may lead to the adoption of the
DASA throughout the organization (scale-up), along with incorporation into the EHR (activity to
support sustainability), the PDSA model will prove to be a useful guide as further activities
related to this project evolve.
Literature Review
Search Process and Organization
The team searched the Cumulative Index of Nursing and Allied Health Literature
(CINAHL), PubMed, Social Services Abstracts, Cochrane Library, PsycINFO, and Google
Scholar. The team used Boolean terms (Violent or violence or aggressive or aggression) AND
(Inpatient or hospital or ward or unit) AND (Adult) AND (risk assessment) AND (Violence).
A search of the PubMed database using the Boolean terms listed above resulted in 38,897
articles. Limiting the search to 'full text' and '2000' and 'peer-reviewed' resulted in 1,553 articles.
The team reviewed abstracts, which resulted in 20 articles related to background, tools, and
strategies to manage violence. A review of titles and abstracts eliminated all but three relevant
articles. Upon review of reference lists in these articles, six additional articles were identified as
relevant.
A search of Google Scholar using the Boolean terms listed above resulted in over 1,500
articles. Limiting the search to the year '2000' resulted in 367 articles. A review of titles and
abstracts eliminated most of the articles and left 11 articles relevant to the PICO question. A
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search of the Cochrane library database using the Boolean terms: (Violence prevention) AND
(Acute mental health) resulted in two systematic reviews and eight research trials with one article
relevant to the PICO question. A search of PsycINFO database using the Boolean terms
(Assault) AND (Interventions) AND (Hospital) and limiting the search to the year 2000,' found
78 articles found with one relevant to the PICO question and need. When the Boolean terms
were modified to (Predicting violence) AND (Interventions) AND (DASA), limiting the search
to year '2013', 16 articles were found with one relevant to the PICO question. Further modifying
the Boolean terms to (Violence prevention interventions) AND (Hospital) and limiting the search
to years ‘2013,’ resulted in 15 articles with one source relevant to the PICO question. The
Boolean terms were finalized using (Violence prevention) AND (Risk Assessment tools), and
limiting the search to year ‘2013’, which resulted in 89 articles of which two were relevant to the
PICO question and data search.
Analysis
The project team compiled relevant sources in an Individual Evidence Summary Table (See
Appendix B), using the Johns Hopkins Evidence Level and Quality Guide (See Appendix A).
The team identified pertinent findings from each source and assigned a quality rating and level.
Level 'A' was assigned if the sample size was sufficient, the findings were pertinent to the PICO
question, and the source included a comprehensive literature review. Level 'B' was assigned if
the source showed good quality, sufficient sample size with good study design, and relevant
findings (Newhouse, Dearholt, Poe, Pugh, & White, 2005). The evidence summary included
findings directly related to the PICO question and were of either A or B quality.
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Synthesis
The Johns Hopkins Evidence-Based Practice Synthesis and Recommendations Tool
(Newhouse, Dearholt, Poe, Pugh, & White, 2005) categorizes evidence by strength, type, and
significant findings. Three themes that emerged in the literature synthesis process included
validity (the degree to which a tool measures the intended criteria), reliability (the degree to
which the tool consistently measures criteria), and feasibility (the ease of implementation into
practice).
Validity and reliability of the DASA. Seven studies included in the evidence summary
(See Table 1) supported the validity of the DASA as a tool to measure the risk for violence. The
DASA has been validated across various settings, including forensic and general adult mental
health units (Barry-Walsh et al., 2009; Chan et al., 2014; Chu et al., 2013; Lantta et al., 2016).
Ogloff (2006) found that psychiatric nurses' accuracy in predicting violence or aggression
increased significantly with the use of a structured measure such as the DASA. Nurses more
accurately predicted patients at risk for violence when a structured measure was combined with
clinical experience (Griffith, Daffern, & Godber, 2013; Kaunomaki et al., 2017). The DASA also
demonstrated good internal consistency and inter-rater reliability (Chan & Chow, 2014). Though
studies demonstrating good to excellent predictive ability are strong and compelling, concerns
regarding the reliability and the utility of the DASA remain due to small sample sizes in
individual studies.
The DASA has repeatedly exhibited good to excellent predictive accuracy for verbal and
physical aggression towards staff in the short-term (Kaunomaki et al., 2017) and of risk over a
longer follow-up period (Chu et al., 2013; Nqwaku et al., 2018). The DASA was also viewed as
clear, relevant, and applicable to clinical practice (Dumais et al., 2012). Early detection of
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aggressive or violent behavior or the risk for violent behavior was significant in reducing
coercive interventions such as sedation, restraint, and seclusion (Lantta, Daffern, Kontio &
Valimaki, 2015). Evidence also suggested that early prediction and identification of patients at
risk for aggression was correlated with decreased incidents of aggression and restraint use
(Abderhalden et al., 2008; Fluttert et al., 2010).
Feasibility of the DASA. Although numerous VRAs have been developed, their
systematic implementation and use in practice are still limited (Lantta, Daffern, Kontio &
Valimaki, 2015). The Ottawa Model of Research Use (Graham & Logan, 2004) was used as a
framework to consider nurses' perspectives on the DASA's clinical utility and to guide the
implementation process of the DASA in three Finnish mental health units. Study authors noted
that the "complexity of clinical work in mental health units and in preventing and managing
aggression and violence creates challenges with the use of routine brief structured risk
assessments" (Lantta, Daffern, Kontio & Valimaki, 2015, p. 230). Providing education to nurses
about using the DASA and the definition of violence showed stronger predictive ability and
correlation with violent events (Lantta et al., 2016). The clinical utility of the DASA is
significant because the tool does not require an interview with a patient to complete and does not
have restrictive user requirements (Ogloff & Daffern, 2006). The tool has proven to be 'userfriendly' and has been implemented with minimal education and training for staff (Dumais,
Larue, Michaud & Goulet, 2012).
Qualitative comments from four focus groups and 16 structured interviews of nursing
staff in one study using the DASAfr (DASA French Version) suggested that a collaborative
research approach positively contributed to the staff participants' perceptions of the scale's
relevance to practice and usefulness. Staff participants' comments were grouped by themes
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related to 'relevance,' 'usefulness' and 'use of results for communication among providers'
(Dumais, Larue, Michaud & Goulet, 2012). The tool's ease of use, minimal implementation cost,
and successful adoption into workflow processes in mental health settings made it feasible for
use (Lantta, Daffern, Kontio & Valimaki, 2015). Studies have also demonstrated that scoring of
the DASA took less than five minutes on average and included simply assigning a '0' or a '1' to
seven items: irritability, impulsivity, sensitivity to a perceived provocation, unwillingness to
follow directions, anger when requests are denied, negative attitudes, and verbal threats (BarryWalsh, Daffern, Duncan & Ogloff, 2009; Ogloff & Daffern, 2006). Overall, nurses in studies
were able to use the DASA appropriately and consistently with little training
Quality improvement studies prove more successful when stakeholders perceive that the
intervention is beneficial and feasible (IHI, 2016). The DASA was selected for this project, given
a review of the evidence related to feasibility (i.e., cost and ease of implementation),
incorporation into work processes, validity and reliability, and anticipated acceptance by nurses
and stakeholders.
Project Implementation
The project team elected to implement the DASA as an evidence-based strategy for assessment
of violence risk. The DASA was a feasible option for this project because, as stated previously,
it was designed to be completed only once a day, required minimal training and education to
implement, and was valued by nurses. The DASA was developed based on the STAMP
framework of identifying specific, observable behavioral criteria for violence. The project team
used the PDSA cycle, as advocated by the IHI, to measure change, and to intentionally modify
the project as it was implemented. Nurse-participants offered suggestions for modifications to
the project throughout the implementation phase via a suggestion box. Also, a project team
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member who worked in the practice setting sought informal feedback from participants. The
team designed surveys to collect data about nurse-participants' perceptions and readiness for
using the DASA.
Education and Training of Participants
In order for nurses to successfully utilize the DASA, they required education regarding
the value of violence risk assessment and completing and scoring the tool accurately. The
objective of the first phase of the project implementation was to develop and deliver staff
education about the DASA. Training and education were focused on presenting evidence to
support the use of the DASA and VRAs in general. The training was an on-line format, with
written materials available in the practice setting.
The DASA is a copyrighted, seven-item risk VRA, designed to assist with the appraisal
of imminent aggression (Lantta, Daffern, Kontio & Valimaki, 2015). The items on the DASA are
scored a (1), which indicates the presence or a (0), which indicates the absence of patient
behaviors during the shift. A total score is calculated by summing the results of the seven items.
A score of '0' suggests that the risk of violence is very low, '1-3' indicates a moderate risk of
violence, and a score of '4-7' indicates a high risk for a violent episode. Previous studies
demonstrated that nurses perceived the DASA as quick and easy to complete, found that it
generated a clear score for sharing among staff, and judged it as usable for more inexperienced
staff (Lantta, Daffern, Kontio & Valimaki, 2015). The DASA form contains a detailed
description of each behavior to be assessed, and a week of scores are documented on one single
scoring form for a patient (See Appendix D).
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Design of the Educational Session
After copyright was obtained, the project team converted content from the DASA
instructional manual into a short, educational PowerPoint presentation. The training presentation
contained information about the criteria for scoring each item included on the DASA. Since the
majority of the studies which involved implementing the DASA included nurses doing the
assessments and scoring the tool, and since nurses experience the highest exposure to violent
behavior, the team identified nurses as the appropriate project participants.
The team showed a draft of the PowerPoint presentation to key stakeholders to obtain
feedback so that the PowerPoint could be modified prior to delivering it to the participants. Two
project team members attended a meeting with the nurse manager, lead psychiatrist, and a
clinical nurse specialist from the organization to solicit feedback. Stakeholders suggested that
education be developed for the support staff members (i.e., patient assistant coordinators), since
they would also have input into patients' behaviors, and would assist in collecting and securing
completed forms. The team sent an email to support staff about the practice change (see
Appendix E) since successful change is dependent on buy-in at all levels (IHI, 2017).
Before full-scale implementation, a project member showed the educational PowerPoint
to five nurse-participants from the practice setting to gather informal feedback. The participants
did not represent a random sample and were chosen by availability and convenience. All five
nurses offered positive comments about the educational materials. Themes noted were that the
DASA seemed "easy to use" and that the education was sufficient and "easy to understand."
Consent/Confidentiality/IRB Approval
The team sought and obtained organizational Institutional Review Board (IRB) approval.
After approval, the site mentor sent an informational email with the educational PowerPoint to
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all nurses on the unit (See Appendix E). Participation in this project was voluntary, with no
designated time allotted by managers for participants to complete training. Messaging in the
invitation email to participants stated that there were no consequences for choosing not to
participate in the education or surveys and that all survey responses would be anonymous. The
pre-education survey link was emailed to participants before the PowerPoint training. The posteducation survey link was included on the last slide of the PowerPoint training presentation.
Implementation of the Educational Session
The team sent an educational PowerPoint to 50 nurses. Though the DASA was intended
to be completed on the day shift when the patients were typically awake, all unit nurses,
regardless of the typical shift worked, were included. The PowerPoint contained the stated
objectives: Describe the purpose of this practice change; Describe some of the primary principles
of violence prevention; Demonstrate how to complete and score the DASA and Describe the
implementation plan of the DASA on this unit.
The education provided concise, and essential information focused on 'how to' complete
the DASA. The length of the training time (including the PowerPoint and surveys) was tailored
to require no more than 20-30 minutes since 'lack of time' might prove to be a significant barrier
to participation. An on-line format to deliver the education was selected because it was the most
efficient for nurses on all shifts and because no designated class time/space was allotted for
training related to the project. Among the reasons for selecting the DASA was that it could be
realistically incorporated into the nurses’ current work processes with minimal (or even ‘just in
time’) training.
The pre-education survey was designed to assist the project team to assess participants'
demographics related to clinical judgement, and perceived readiness to use the DASA to predict
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violence and aggression (See Appendix F). One week after the education materials were sent to
participants, the site mentor's office assistant sent an email reminding participants to complete
the materials. The team also solicited the support of charge nurses and the nurse manager to offer
reminders during daily huddles, staff meetings, and on communication boards in the unit. In
addition, one project team member (who was also a staff nurse in the practice setting) acted as a
champion for the project by reminding colleagues to complete the education and surveys.
The project team aimed for an 80% completion rate of the educational materials and
attached surveys. The team allowed two weeks for participants to complete the materials, but due
to low compliance (n=10 or 20%), the time period was extended by a week. Low compliance
rates may have been related to nurses who worked less frequently, worked non-day shifts, and
therefore considered the information not applicable to them, or nurses not having time to
complete materials given competing tasks. The team utilized the PDSA format to address
barriers and opportunities to improve the low participation rate. Since leadership 'buy-in' was
vital to the success of the project, the team contacted a leader in the organization's nursing
practice and education department to request that she send an email reminder to the nurses
endorsing the project and encouraging participation. Also, the project team member in the
practice setting increased the frequency of informal, verbal reminders to colleagues at times and
places where staff nurses were gathered (i.e., break-times, staff meetings, report times) to keep
awareness of the project current. The nurse manager also urged staff nurses to complete the
assigned education. In total, 74% (n=37) participants completed the pre-education survey, and
72% (n=36) of the participants completed the post-education survey. One of the nurses
completed the pre-education survey, but not the post. For those participants who did not
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complete the training or surveys, the team provided a printed copy of the PowerPoint in central
locations in the practice setting to serve as 'just in time' training.
Participant Demographics
Nearly 60% of the participants who completed the pre-education survey and training had
been nurses for five years or less. Almost 60% had practiced in nursing for less than five years
and in mental health for three years or less (see Table 1 and 2). The project team was interested
in practice experience as it may have related to the level of UCJ (unstructured clinical judgment)
used by the nurses to assess for behaviors related to violence.
Table 1
Frequency Table of Responses to the Question "How many years have you been practicing as a
nurse?”
Years

Number

Percent Cumulative
Percent

1-5

21

58.33

58.33

6-10

5

13.89

72.22

11-15

6

16.67

88.89

16-20

2

5.56

94.56

>21

2

5.56

100.0

Total

36

100.0

100.0
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Table 2
Frequency Table of Responses to the Question "How many years have you worked in mental
health?”
Years

Number

Percent Cumulative
Percent

<1

0

0

0

1-3

23

62.16

62.16

4-5

2

5.41

67.57

6-10

3

8.11

75.68

>10

9

24.32

100.0

Total

36

100.0

100.0

Education Survey Results
Responses to the survey questions regarding the nurses' perceptions of their ability to
recognize violent or aggressive behaviors did not change significantly from before to after they
completed the educational PowerPoint. Over 90% (n=33) of the participants indicated that they
'agreed' or 'strongly agreed' that they were aware of behaviors that indicate violence in both the
pre and post-education surveys (See Table 3 and 4). A possible reason for this finding may be
that nurses were confident in their UCJ since they had limited, or no other, experience with using
a structured risk assessment tool, and therefore, were not aware that using an evidence-based
method would increase their ability to assess patients' risk for violence. The educational module
may have been difficult to understand, insufficient, or not well presented, and participants did
not have 'in-person' educational opportunities to ask questions or clarify content that may have
been unclear.
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Table 3
Pre-Education Frequency Table of Level of Agreement with the Statement, “I am aware of
behaviors that indicate a patient may become violent or aggressive”
Level of Agreement
Strongly Disagree
Disagree
Neutral
Agree
Strongly Agree
Total

Frequency
2
0
2
10
23
37

Percent
5.41
0
5.41
27.03
62.16
100.0

Table 4
Post Education Frequency Table of Level of Agreement with the Statement, “I am aware of
behaviors that indicate a patient may become violent or aggressive"
Level of Agreement
Strongly Disagree
Disagree
Neutral
Agree
Strongly Agree
Total

Frequency
2
0
1
8
25
36

Percent
5.56
0
2.78
22.22
69.44
100.0

Responses related to nurses' perceptions about the accuracy of their UCJ to assess
patients' risk for violence (See Table 5 and 6) did not decrease despite content in the PowerPoint
specifically related to this issue. This finding was interesting since the education highlighted
specific evidence that an actuarial tool, such as the DASA, had more accurately predicted
aggressive and violent behaviors than UCJ alone in previous studies. The phrase, unstructured
clinical judgment, though common in the literature about violence risk assessment, may have
been ambiguous to the participants. Most nurses learn that clinical judgment is a concept that is
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synonymous with decision‐making, which results from critical thinking and clinical reasoning
(Manetti, 2019). Participants may have interpreted the survey statement to mean that scores on a
VRA should always be viewed with clinical judgment. Participants may not have fully
understood that structured tools for risk assessment are designed to enhance rather than replace
clinical judgment.
Table 5
Pre-Education Frequency Table of level of Agreement with the Statement, “I am more accurate
using my own clinical judgment to assess patients who are at risk for violence than a violence
risk assessment tool"
Level of Agreement
Strongly Disagree
Disagree
Neutral
Agree
Strongly Agree
Total

Frequency
1
3
19
12
2
37

Percent
2.70
8.11
51.35
32.43
5.41
100.0

Table 6
Post Education Frequency Table of level of Agreement with the Statement, ““I am more
accurate using my own clinical judgment to assess patients who are at risk for violence than a
violence risk assessment tool "
Level of Agreement
Strongly Disagree
Disagree
Neutral
Agree
Strongly Agree
Total

Frequency
1
7
12
9
7
36

22

Percent
2.78
19.44
33.33
25.00
19.44
100.0
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In contrast to the previous statement, responses to the statement, “I believe that a
structured tool for violence risk assessment is important in the prevention of violence," (Table 7
and 8), showed a significant increase in agreement/strong agreement (37.8% to 72%) after the
participants completed the education. Though participants viewed UCJ as more accurate than a
structured risk assessment, they still valued a tool as relevant to violence prevention. It is
possible that participants perceived that a structured risk assessment tool aided clinical judgment
yet maintained that their clinical judgment was still most accurate.
Table 7
Pre-Education Frequency Table of Level of Agreement with the Statement, “I believe that a
structured tool for violence risk assessment is important in the prevention of violence "
Level of Agreement
Strongly Disagree
Disagree
Neutral
Agree
Strongly Agree
Total

Frequency
1
3
19
12
2
37

Percent
2.70
8.11
51.35
32.43
5.41
100.0

Table 8
Post Education Frequency Table of level of Agreement with the Statement, “I believe that a
structured tool for violence risk assessment is important in the prevention of violence "
Level of Agreement
Strongly Disagree
Disagree
Neutral
Agree
Strongly Agree
Total

Frequency
1
0
9
12
14
36

23

Percent
2.78
0
25.0
33.33
38.89
100.0
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Evaluation
Analysis Methods
Fidelity Monitoring. Fidelity in a quality improvement project is defined as the degree
to which a change is implemented as intended (Etchells & Woodcock, 2018). Fidelity
monitoring enabled the project team to realize if there were barriers to the participants
completing the DASA as intended. The project team used chart audits at various intervals during
the project's implementation period to assess if the DASA was available on every patient chart,
every day and if it was completed entirely. Also, anonymous stakeholder feedback was
encouraged by placing suggestions boxes in the work area.
DASA - Cycle One. Cycle One involved the implementation of the DASA into the daily
work process. The nursing staff who worked the day shift were asked to complete the DASA
each day on each patient. Fidelity audits were completed for 11 of 34 days. The average patient
census on the unit was 21.7 patients. The paper DASA form was placed on the front of the chart
93.33% of the time, and the average total completion rate was 76.67%. The DASA had an 80%
completion rate during the weeks when the project leader was present and encouraged staff
participation, as opposed to a 50% completion rate when the project leader was not present. To
increase the completion rate, the charge nurse and project leader reminded and urged day staff to
participate and complete the DASA during the shift. After four weeks of DASA implementation
and data collection, the project leader and stakeholders met and determined that the DASA
scorecard collection would continue for another three weeks due to the low completion rate. The
second shift (evening) nurses were eligible to complete the DASA scorecard if the DASA was
not completed on the day shift.
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DASA - Cycle Two. Cycle two included three more weeks of use of the DASA. The
team placed a suggestion box on the unit to allow the nursing staff to give feedback about the
project, which would allow for modifications based on the needs of the stakeholders. The only
suggestion given was a request to include ‘prior violence history’ as a criterion on the DASA. As
the DASA is a validated, copyrighted instrument, the team did not implement the suggestion.
Post Implementation Survey Analysis
After Cycle Two, the unit administrative assistant sent a post-implementation survey to all
nurses. The post-implementation survey assessed the nurses’ knowledge and perceptions of
violent behaviors and the nurses' perceptions of the DASA's usability to predict violence
episodes (see Appendix H). Responses to the survey questions regarding the nurses' perceptions
about their ability to recognize violent or aggressive behavior did not change significantly from
the post-education survey to the post-implementation survey. Ninety-two percent (n=36) of the
participants indicated that they 'agreed' or 'strongly agreed' that they were aware of behaviors that
indicate violence, (See Table 9), and 94% (n=37) of respondents were comfortable assessing
patients for risk of violence (See Table 10).
Table 9
Post Implementation Frequency Table of level of Agreement with the Statement, “I am aware of
behaviors that indicate a patient may become violent or aggressive”
Level of Agreement
Strongly Disagree
Disagree
Neutral
Agree
Strongly Agree
Total

Frequency
3
0
0
16
20
39
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Percent
7.69
0
0
41.03
51.28
100.0
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Table 10
Post Implementation Frequency Table of level of Agreement with the Statement, “I am
comfortable assessing my patients for risk or violent or aggressive behavior”
Level of Agreement
Strongly Disagree
Disagree
Neutral
Agree
Strongly Agree
Total

Frequency
2
0
0
16
21
39

Percent
5.13
0
0
41.03
53.84
100.0

The respondents' view toward a structured risk assessment tool varied. Nearly 77%
(n=30) respondents indicated that they 'agreed' or 'strongly agreed' that the implementation tool
was useful in predicting violence. However, there was a significant number, 36% (n=14) of
respondents who believed that they were more accurate using their own clinical judgment to
predict violence (Table 11). As previously noted in the pre and post-education surveys, this may
be because of the lack of experience with a model other than their own clinical judgment. UCJ is
most commonly used for assessing violence risk in inpatient mental health units, although there
is little empirical evidence that intuitive decisions are consistent or accurate in estimating risk for
violence (Watt, Storey, & Hart, 2018). Respondents may have also lacked trust in a newlyimplemented change in practice or felt uncomfortable relying on a tool that was unfamiliar to
them to predict risk behaviors.
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Table 11
Post Implementation Frequency Table of level of Agreement with the Statement, “I am more
accurate using my own clinical judgment to assess patients who are at risk for violence than a
violence risk assessment tool”
Level of Agreement
Strongly Disagree
Disagree
Neutral
Agree
Strongly Agree
Total

Frequency
1
6
18
8
6
39

Percent
2.56
15.39
46.15
20.51
15.39
100.0

Prior to the project implementation, nurses perceived the DASA positively when it was
informally presented to them. They identified that they felt that a tool to predict violence would
be helpful. Post-implementation revealed that 67% (n=26) of participants felt that identifying,
assessing, and managing risk for violence should play an important role in mental health settings.
Most respondents, 74.36% (n=29), were neutral when answering a question about if the DASA
increased awareness of behaviors that indicate aggression (See Table 12). While assessment can
increase awareness of imminent risk, preventing patients from engaging in aggressive behavior
will often require a nursing intervention based on resources or procedures. Additional research
should examine what strategies are being used to manage both short-term and long-term risks for
violence and the effectiveness of these strategies.
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Table 12
Post Implementation Frequency Table of level of Agreement with the Statement, “The DASA
increased my awareness of behaviors that indicate a patient may become violent or aggressive”
Level of Agreement
Strongly Disagree
Disagree
Neutral
Agree
Strongly Agree
Total

Frequency
1
4
29
4
1
39

Percent
2.56
10.26
74.36
10.26
2.56
100.0

A significant and very promising finding from this project was that 77% (n=30) of the
participants reported that use of the DASA reduced episodes of seclusion and restraint they used
(Table 13).
Table 13
Post Implementation Frequency Table of level of Agreement with the Statement, “Use of the
DASA decreased the episodes of seclusion or restraint with my patients”
Level of Agreement
Strongly Disagree
Disagree
Neutral
Agree
Strongly Agree
Total

Frequency
1
2
6
21
9
39

Percent
2.56
5.13
15.38
53.85
23.08
100.0

Although nearly 77% (n=30) of respondents indicated that they 'agreed' or 'strongly
agreed' that DASA was useful in predicting violence, only half of the survey respondents felt that
they would like to continue using the DASA tool (Table 14). This finding may have been related
to the increased effort to complete the DASA as a paper form, or that it represented a practice
change with associated increased time and effort.
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Table 14
Post Implementation Frequency Table of level of Agreement with the Statement, “I would like to
continue to use the DASA as a violence risk assessment tool”
Level of Agreement
Strongly Disagree
Disagree
Neutral
Agree
Strongly Agree
Total

Frequency
2
5
13
16
3
39

Percent
5.13
12.82
33.33
41.02
7.70
100.0

Interpretation of DASA Results
Over seven weeks, the project team collected 195 DASA scorecards. Data analysis,
which compared DASA scores and violence frequency, is presented in Table 15. One hundred
sixty-five patients scored less than four, and of this number, only one patient experienced a
violent episode. This specific patient was verbally aggressive on two occasions. Another 32
patients had a DASA score equal to or greater than four, and of these, seven episodes of violence
were recorded. Fisher's Exact test was used to determine if there was a statistical difference
between the DASA's ability to predict violence among the two groups. Based on the test results
and a p-value of 0.000, the DASA was found to be statistically accurate in predicting violence
episodes accurately in this patient population.
Table 15
Frequency Table of DASA Scores with Violence Events
DASA Score
Score <4
Score ≥4
Total

Violence Frequency
Violence-Not Present
Violence-Present
163
2 (verbal aggression by same patient)
32
7
195
9
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Limitations of the Project
This study was limited by its small sample size and time length. With continued use,
nurses' resistance to the practice change may have decreased. The practice setting was also
experiencing leadership transitions and challenges to resources due to changing organizational
priorities. Limitations regarding staff time for training and education and management's limited
promotion of the project may also have hindered the project implementation. The project would
also have benefitted from having more visible support from the medical providers. Though
project leaders informed medical leaders about the project, support and promotion from
providers would have likely resulted in more robust acceptance of the DASA by nursing staff.
Discussion
Implications and Significance for Nursing Practice
The project team determined that routine screening for violence using the DASA
improved the identification and management of patients at risk for an aggressive or violent
episode than by UCJ alone. Of notable mention is that nurses felt the DASA decreased their use
of restraint and seclusion measures. Routine screening for violence using a violence riskassessment tool has shown to be able to predict violence more accurately than clinical judgment
alone (Meehan, Alwis, & Stedman, 2016). VRAs allow clinicians to identify patients at high risk
for violence and make better clinical decisions regarding risk management and the patient's plan
of care, as well as implement early interventions (Anderson & Jenson, 2019; Falzer, 2013).
Researchers agree that early recognition of risk would reduce the number of violence episodes
and staff and patient injuries, thereby significantly improving therapeutic outcomes (Anderson &
Jenson, 2019).
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Recommendations
Incorporate the DASA into the Electronic Health Record (EHR). The DASA could
be more successfully implemented if nurse informaticists assisted in incorporating the tool into
the electronic health record (EHR). Once incorporated into the EHR, the DASA would be more
accessible, and organizational leaders could easily monitor for accurate completion (i.e., fidelity)
and retrieve information related to risk for violence in their patient population. Safety alerts
could be generated and viewed by all caregivers as patients moved throughout the hospital, such
as for testing or to other service areas. This information could also be important in staffing
allocation decisions. Clinical decision support to prompt users to specific clinical interventions
based on a patient’s DASA score could be developed as an organizational violence prevention
plan is developed.
Expand the DASA implementation effort to other units. 'Spreading' a change is the
process of taking the successful implementation of a pilot unit or population and replicating the
change or changes in other parts of the organization (IHI, 2020). Other units in the organization
could adopt the DASA, adapt their work processes to accommodate its use, and determine if the
change resulted in improvement (IHI, 2016).
Garner leadership support to create sustainability of the change. Though 'grassroots'
efforts at implementing change may be effective, if high-level managerial and leadership support
were more visibly established, employee 'buy-in' and compliance would likely increase. Having
the right stakeholders 'at the table' is crucial to forming effective coalitions or teams that have the
influence or resources to support or expand change (Mason, Gardner, Outlaw & O'Grady, 2016,
pp. 609-611). Improvements are often lost in organizations as attention shifts to other priorities,
and staff revert to the 'old way' of doing things (Scoville, Little, Rakover, Luther, & Mate, 2016).
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According to the IHI (2020), change is sustained when organizational leaders: ensure
standardization with clear expectations of responsibilities; require accountability from all team
members; implement a visual management system with reminders and metrics of performance,
(such as fidelity measures); provide daily communication, (such as huddles and electronic
updates) related to the change; and implement a problem-solving technique for units to address
issues related to maintaining the process when faced with competing priorities. Widespread
leadership presence would help sustain the work of this project, but also crucial to successful
expansion are staff nurse champions who promote excitement for the practice change within the
individual patient care units (Mason et al., 2016).
Establish a comprehensive, multi-disciplinary effort to address the care of highscoring individuals. Future efforts related to the implementation of the DASA should include
interprofessional collaboration, including input from social services, occupational therapy,
chaplaincy, and safety and security personnel, in order to establish multi-disciplinary approaches
to care for high-scoring individuals. Organizational leaders should also join with nursing union
representatives to expand the use of the DASA since violence against nurses has become a
prominent issue among the national and local collective bargaining units (American Nurses
Association, 2019; Minnesota Nurses Association, 2019).
Provide ongoing education and training for staff. Education and training about
violence and the use of VRAs should be provided to heighten nurses' awareness and focus on the
issue of patient violence. More extensive surveys and focus groups could offer valuable and
more comprehensive information regarding nurses 'attitudes and barriers regarding using a tool
to support their clinical practice. Training about the DASA could be provided with on-boarding,
and annually, as well as incorporated into existing face-to-face violence de-escalation training.
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Next Steps
Reactive (versus proactive) strategies have traditionally been used to manage the issue of
aggression by patients in mental health units. Many health care facilities (including this practice
setting) employ de-escalation techniques (Crisis Prevention Institute [CPI], 2019) as part of a
violence prevention program. While necessary in crisis situations, de-escalation is not a
preventative approach to imminent aggressive behavior. Reactive strategies also often culminate
with coercive measures, such as sedation, restraint, or seclusion. These measures may increase
stress and tension for the staff in the work area and offer no therapeutic value to patients. These
measures also carry a physical and psychological risk of harm to workers who implement them
(Mohr, Petti, & Mohr, 2003). The DASA differs in that it focuses on behaviors that signal risk
for escalation.
Overall, the DASA should be promoted as an effective strategy in the organizational plan
to predict and reduce behavior escalation. Several risk assessments for violent behavior
demonstrate some benefit, but the DASA is unique in that it provides information that may
extend to the following 24-hour period (Daffern, 2007). It has repeatedly exhibited 'good' to
'excellent' predictive accuracy for aggression and is viewed as relevant and applicable to clinical
practice (Dumais et al., 2012; Singh, Grann, & Fazel, S., 2011). With continued use, the DASA
would likely be viewed by nurses as valuable to their practice and easy to use (Lantta, Daffern,
Kontio & Valimaki, 2015). Nurses should recognize that they need to develop strategies to care
for patients who display behaviors associated with imminent aggression in order to reduce the
number of violent episodes as well as staff and patient injuries (Maguire, Daffern, Bowe, &
McKenna, 2017).
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According to the principles outlined by the World Health Organization (WHO), in the
case of WPV, primary prevention interventions are aimed at preventing aggression before it
develops (WHO, 2002). To intervene earlier, nurses must focus their assessments on the early
detection of risk. A list of empirically supported risk factors can enable health care staff to
identify patients' behaviors, which may signal upcoming aggressive events (Kaunomaki et al.,
2017). Evidence-based screening tools for predicting those at risk for violent or destructive
behavior also enable health care providers to share a standardized frame of reference (e.g., a
score), which minimizes the possibility that communications regarding a patient's potential for
violence will be misinterpreted (Lantta et al., 2016).
As violence against nurses has reached epidemic proportions, it is time for health care
organizations to adopt and adapt effective evidence-based strategies focused on the prediction
and prevention of behavior escalation. Any improvement in the accuracy of violence risk
assessment is essential because it may lead to the prevention of aggression or a reduction in the
severity of aggressive behavior (Griffith et al., 2013). As LaFond (2007) states, “reducing
seclusion and restraint and keeping staff and patients safe is not only a clinical objective but also
an administrative priority.”
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Appendix A
Johns Hopkins Evidence Level and Quality Rating Scales
Strength of the Evidence
Level I

Experimental study/randomized controlled trial (RCT) or meta-analysis of
RCT

Level II

Quasi-experimental study

Level
III

Non-experimental study, qualitative study, or meta-synthesis.

Level
IV

Opinion of nationally recognized experts based on research evidence or
expert consensus panel (systematic review, clinical practice guidelines)

Level V

Opinion of individual expert based on non-research evidence. (Includes
case studies; literature review; organizational experience e.g., quality
improvement and financial data; clinical expertise, or personal experience)

QUALITY of the Evidence
A High

B
Good

C Low

Research

consistent results with sufficient sample size, adequate control, and definitive conclusions; consistent recommendations based
on extensive literature review that includes thoughtful reference to scientific evidence.

Summative
reviews

well-defined, reproducible search strategies; consistent results with sufficient numbers of well-defined studies;
criteria-based evaluation of overall scientific strength and quality of included studies; definitive conclusions.

Organization
al

well-defined methods using a rigorous approach; consistent results with sufficient sample size; use of reliable and valid measures

Expert
Opinion

expertise is clearly evident

Research

reasonably consistent results, sufficient sample size, some control, with fairly definitive conclusions; reasonably consistent
recommendations based on fairly comprehensive literature review that includes some reference to scientific evidence

Summative
reviews

reasonably thorough and appropriate search; reasonably consistent results with sufficient numbers of well-defined studies;
evaluation of strengths and limitations of included studies; fairly definitive conclusions.

Organization
al

Well-defined methods; reasonably consistent results with sufficient numbers; use of reliable and valid measures; reasonably consistent
recommendations

Expert
Opinion

expertise appears to be credible.

Research

little evidence with inconsistent results, insufficient sample size, conclusions cannot be drawn
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Summative
reviews

undefined, poorly defined, or limited search strategies; insufficient evidence with inconsistent results; conclusions cannot be drawn

Organization
al

Undefined, or poorly defined methods; insufficient sample size; inconsistent results; undefined, poorly defined or
measures that lack adequate reliability or validity

Expert
Opinion

expertise is not discernable or is dubious.

*A study rated an A would be of high quality, whereas, a study rated a C would have major flaws
that raise serious questions about the believability of the findings and should be automatically
eliminated from consideration
(https://www.mc.vanderbilt.edu/documents/CAPNAH/files/Mentoring/Section%206/JHNEDP%
20Evidence%20Rating%20Scale.pdf)
(Newhouse R, Dearholt S, Poe S, Pugh LC, White K. The Johns Hopkins Nursing Evidencebased Practice Rating Scale. 2005. Baltimore, MD, The Johns Hopkins Hospital; Johns Hopkins
University School of Nursing)
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Appendix B
Individual Evidence Summary Table
Author/Date

Evidence Type

Sample
Size/Setting

Relevant Findings
Related to PICO
Question

Abderhalden
(2008)

Cluster RCT

2364 patients

●

32 psychiatric
hospitals in
Switzerland
(45,931
hospitalization
days)

●

●

Barry-Walsh,
et al., (2009).

Prospective
validation
cohort study

58 patients
(56 males and
two females);

New Zealand

Forensic care
hospital in
New Zealand

●

48

A violence risk
assessment
reduced the
incidence of
coercive measures
and aggressive
incidents
All aggressive
incidents were
registered using
the SOAS–R
(Staff observation
aggression scale)
form, Coercive
measures were
recorded on the
purpose-designed
study form
Physical attacks
were considered if
the SOAS–R
description of the
incident met both
the following
criteria:
(a) means of
aggression:
objects or
dangerous objects
or parts of the
body
(b) the target of
aggression: a
person other than
the patient herself
or himself.
Area Under the
Curve (AUC)
determined that
prediction of
verbal aggression
towards staff was
0.57 and
prediction of

●

●

Limitations

Evidence
Level/
Quality
Grade

Baseline rates of
aggression were
higher on the
intervention
wards compared
with the controls;
this might have
led to higher
sensitivity and
perceived need to
improve the
situation, which
might have
increased the
effect of the
intervention
Because of the
small number of
wards,
randomization
might not have
been fully
adequate to
determine
equality of the
study groups

Level I,
Grade B

●

Predictive
validity of the
DASA for
other types of
aggression
was variable

Level III/
Grade B
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physical
aggression was
0.80 in 9,050
DASA scores
Chan, (2014).

Prospective
cohort study

530
participants
Siu Lam
Psychiatric
Centre, a
maximumsecurity
correctional
institution in
Hong Kong

●

The Broset, DASA,
and SOAS-R were
completed at the
same time each day
for 530 participants
for the first two
weeks after
admission. Found
strong correlations
between the DASA
and SOAS-R
scores;
● Predictive validity
of the DASA for
in-patient
aggression, used
ROC analyses
comparing the
DASA scores to
the dependent
variable
(aggression during
the study period)
produced
an AUC of 0.973
(95%
CI: 0.953–0.992,
p0.001)
indicating
outstanding
predictive ability
for
patient aggression
● Females were more
violent than males
● Inter-rater
reliability
Cronbach's alpha
coefficient of the
DASA was 0.862,
and
the Krippendorff's
alpha was 0.915.
These values
indicate that the
DASA has good
internal consistency
and inter-rater
reliability.
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●

●

●

Results may be
limited to these
Chinese forensic
inmates
The workflow in
prison imposed
“methodological
constraints” on
the study
Underreporting
may have
occurred

Level III
Grade B
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Chu et al.,
(2013)

Cohort Study

60 patients
Forensic
psychiatric
unit in
Australia

●

●

Dumais (2012)

A feasibility
study design
incorporating
quantitative
and qualitative
components

12-bed

●

An intensive
psychiatric
hospital in
Canada

●

Weekly DASA
scores can be
averaged and also
scrutinized to find
the peak score to
accurately
determine risk for
aggression over a
longer
follow-up
period
Multidisciplinary
teams in
psychiatric
hospitals can use
mean or peak risk
states over the past
week to assist
decisionmaking about the
likelihood of
aggression in the
medium term

●

Total DASAfr
score had
acceptable
predictive accuracy
with
(discrimination was
deemed acceptable
at AUC values
between .70 and
.79, excellent at
values between .80
and .89, and
outstanding at
values over .90;
Hosmer &
Lemeshow, 2000)
Aggression
against staff
members (n=28),
AUC for
Next shift 0.72
(0.59–0.85) 0.74
(0.59–0.85)
Next 24 hours
0.70 (0.61–0.78)
Little ability (AUC
.66) to predict
aggression against
objects but had
acceptable
predictive accuracy

●
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●
●

Incidents of
Level III,
aggression were
Grade A
documented but
staff may have
intervened,
according to
standard practice,
and therefore
lowered the
number of
incidents reported
Small sample
size according to
authors
The forensic
psychiatric unit
may/may not be
generalizable to
the inpatient unit.

The size of the
patient sample
for the
quantitative part
of the study was
small;
● Underreporting of
incidents of
aggression
possible,
especially for
violence against
others and
objects, since
nurses are not
necessarily
present when
they occur
● Not all staff
received training
in the use of the
DASAfr, but
many nonregular staff
untrained in the
use of the
DASAfr also
worked on the
unit

Level III/
Grade B
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●

●

●

Fluttert (2010)

A naturalistic
one-way casecrossover
design

168
involuntarily
admitted
males’ unit

●

Maximum
security
forensic
hospital in the
the
Netherlands.

●

for aggression
against others
A strong
correlation
(Pearson r=0.75;
p<0.001) between
DASA score and
the nurses’ ﬁnal
clinical judgment
Nurses used the
results of the
DASAfr to
implement
measures to
prevent aggression
Qualitative
comments from 4
focus groups and
16 structured
interviews showed
that a collaborative
research approach
contributed
positively to the
participants'
perception of the
scale's relevance to
practice and
usefulness and its
implementation
with themes related
to ‘relevance,'
‘usefulness' and
‘use of results for
communication
among providers'
The study used the
Early Recognition
Method (ERM)
interventionintervention has
four phases that
help patients and
staff members
identify early
warning signs of
aggression in
patients as well as
preventative
actions to
aggressive
behavior
To assess the
success of the
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●

●

●

●

Many patients
were not
evaluated with
the scale
The total score on
the DASAfr and
the ﬁnal clinical
judgment was not
compared with
nurses’
unstructured
judgments

No randomized
control design, so
results cannot
show a causal
relationship
between the
decrease in
seclusion incidents
and intervention.
The study didn’t
measure changes
in perspectives of
the patients after
implementation of
the ERM which
may have affected
seclusion rates

Level II,
Grade B
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●

Griffith (2013)

Pilot study
Experimental
study

(Phase 1)-8
patients,35
nurses;
(Phase 2)-24
patients,65
nurses

●

●

Acute mental
health units in
Australia

●

●

ERM, the number
of seclusions and
severity of the
incidents that led to
seclusion were
measured with the
Staff Observation
Aggression Scalerevised(SOAS-R).
The SOAS-R was
used before the
implementation of
the ERM as well as
during the
implementation of
the ERM to
compare results
The decrease in
seclusion incidents
(219 prior to ERM
and 104 after the
implementation of
ERM).
Two phases - a
pilot study to
obtain information
on the incidence of
aggression.
Predictive validity
of the DASA-IV
across one acute
and one secure
non-forensic
mental health unit.
scores over 24
hours demonstrated
strong predictive
ability,
(AUC/ROC, 0.707;
CI, 0.664–0.0.747;
SE, 0.026;
P < 0.0001)
DASA-IV is
feasible in the short
term and over 24
hours
Nurses’ structured
clinical judgment
ratings were more
accurate than
unaided clinical
assessments but
less accurate than
DASA total scores.
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●

●

Nursing training,
smaller sites and a
pilot study to help
with further
training and
education needed
DASA-IV has not
been tested in a
non-forensic
mental health
setting previously,
and evaluation is
needed for further
study

Level II/
Grade B
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Kaunomaki
(2017)

Retrospective
descriptive mixed methods

331 patients
Acute
psychiatric
ward in
Finland

●

●

●

●

Lantta et al.,
(2015)

Implementation
project

64 nurses

Average
intervention per
high DASA score
was 1.8
No difference
noted between age
and gender on
subjects’ DASA
scores
The most
frequently used
interventions were
PRN-medication,
seclusion and
focused discussion
with a nurse
Only "other"
interventions had a
statistical sig.
difference on
DASA scores the
following day

●

●

●

Three mental
health units in
Finland
●

The
implementatio
n process of
DASA was
feasible in
mental health
units
Used the
framework of
the Ottowa
Model of
Research Use,
which includes
six steps.

●

●
●

●

●

●

●
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Did not include
any comparisons
Data obtained
from medical files
which may not be
accurate
Comorbidities
were not
considered
Nonpharmaceutical,
non-coercive
interventions were
associated with
decreased violent
behaviors
Potential for bias
in design

Performance
improvement
initiative
Evaluations of
actual changes in
knowledge, skills,
and abilities
should be
conducted as part
of the process.
There was not a
pre/post measures
as to if it
influenced staff
behavior and
whether the
introduction of the
DASA resulted in
fewer restrictive
practices and less
aggression and
violence.
Not all nurses
participated in all
the study phases
which could have
decreased the
nurses'
commitment level

Level III,
Grade B

Level V,
Grade A
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Lantta et al.,
(2016)

A feasibility
study design
incorporating
quantitative
and qualitative
components

52 patients

●

Inpatient
mental health
unit in Finland

●

●

Maguire et al.,
(2017)

Archival case
fileRetrospective
case review

60 patients

●

Three acute
units in
Australia

●

●

●

54

AUC as an
indicator of the
predictive validity
of DASA scores
ranged from 0.84
(verbal aggression
against others) to
0.93 (physical
aggression against
others)
The main purpose
of the study was
to explore
demand, limited
efficacy, and
acceptability of
the DASA from
the perspective of
patients
Provided
complementary
information
regarding the
instrument’s
acceptability and
clinical
application.
DASA score was
recorded as low
risk (low
band=zero),
medium risk
(moderate band=
1-3), and high risk
(high band=4 or
more)
DASA used was
associated with a
greater number of
interventions to
reduce risk
Classified
interventions to
manage violence
as primary,
secondary, and
tertiary
One of the main
challenges facing
nurses in
providing care
following risk
assessment
involves

●
●

●

●

●

Small sample size
Recruitment fell
on nursing staff
Transferability of
the
qualitative
findings are
limited to severe
mental illness
When patients
were invited to
participate in this
violence risk
assessment
research, few
(in this study only
17%) were willing
to
participate.

Level V/
Grade A

The study relied
on documented
notes as the
means of
collecting the
data for nursing
interventions and
acts of aggression
Patient risk levels
may have
changed from the
time of the
DASA
assessment to the
time that the
intervention was
applied

Level III/
Grade A
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●

Nqwaku
(2018)

A naturalistic,
prospective
study (cohort
study)

45 patients

●

Three highsecurity wards
in Australia
●

●
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implementing
measures that are
designed to reduce
the risk, while
also trying to
avoid the use of
restrictive
practices.
Males received
more PRN
medications, and
females received
more limit setting,
one-to-one
nursing, and
reassurance.
Composite DASA
scores across a
single day were
the best predictors
of aggressive
incidents the
following day
This analysis
suggests that the
practice of
‘smoothing' the
DASA-IV scores
over the day may
exclude variance,
which may
include bias from
individual raters,
time-of-day
effects which may
destabilize a
patient at the
moment but which
do not contribute
to a longer-lasting
risk for aggression
The predictive
power of the
DASA-IV from
one shift to the
next was less than
that found in the
literature when
predicting
aggression over a
24 hour period

●

●

●

Missing data
from one of
the wards may
have
influenced
findings
Inter-rater
reliability of
the DASA not
established
The sample is
a “highly
violent”
one...may not
be
generalizable.

Level III,
Grade B
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Ogloff (2006)

Quasiexperimental
study
(instrument
development
study)

100 patients
(78 male, 22
female)

●

Inpatient
forensic
mental health
unit in
Australia

●

HCR-20 and the
Broset checklist
items combined to
form the DASA
The DASA is
equally applicable
for both forensic
and general
psychiatric units
Psychiatric nurses’
accuracy can be
increased
significantly with
the assistance of a
structured measure
such as the DASA.

●

●

●

●

●

Vojt (2010)

Prospective
pilot study

26 patients

●

State hospital
in Scotland

Validated the
DASA-IV on
mentally
disordered
offenders in a
high secure
hospital

●
●

●
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Many pts will
obtain some
score on the
DASA but will
not go on to be
aggressive.
Instruments such
as the BVC and
DASA are
incapable of
predicting
violence beyond
the first 24 hours
Nurses may have
acted on their
ratings of
possible
aggression and
intervened early
thus skewing
results
Decision-making
tasks supported
by the DASA
may be limited

Only 26 male
patients (Small
sample size)
Under-reporting
due to nurse
perceptions was
noted
Four occasions
occurred where
the tool was not
completed

Level
II/Grade
B

Level III/
Grade B
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Appendix C
Johns Hopkins Synthesis and Recommendations Tool
Total Number
of
Sources

Category (Level Type)

Overall
Quality
Rating

Synthesis of Findings
Evidence That Answers
the EBP Question

1

B

Methods for early identification
of patients at risk for inpatient
violence, including structured
risk assessments, have been
shown to reduce the incidence of
coercive measures and aggressive
incidents (Abderhalden, et al.,
2008)

Level II
● Quasi-experimental studies
● Systematic review of a combination of RCTs and quasiexperimental studies, or quasi-experimental studies only,
with or without meta-analysis

2

B

When a structured measure, such
as the DASA, is combined with
clinical experience, more
accurate prediction of patients at
risk for inpatient violence
(Ogloff, 2006; Griffith, 2013)
Early detection and intervention
of aggressive or violent behavior
or the risk for violent behavior is
key in reducing coercive
interventions such as sedation,
restraint, and seclusion.
Violent risk assessment
instruments have been developed
based on the fact that structured
assessment of risk is generally
more accurate than unaided
clinical assessment.
The DASA-IV is a brief
structured violence risk
assessment developed to assist
appraisal of risk for imminent
aggression. It is comprised of
seven items that can be
completed within 5 minutes. It is
scored “low,” “medium,” or
“high” risk for a violent episode.

Level III
● Non-experimental study
● Systematic review of a combination of RCTs, quasiexperimental, and non-experimental studies, or nonexperimental studies only, with or without meta-analysis
● Qualitative study or systematic review of qualitative
studies with or without meta-synthesis

9

Level I
● Experimental study
● Randomized Controlled Trial (RCT)
● Systematic review of RCTs with or without
meta-analysis

Methods for early identification
of patients at risk for inpatient
violence, including structured
risk assessments, have been
shown to reduce the incidence of
coercive measures and aggressive
incidents (Fluttert et al., 2010).
The DASA has been validated
across various settings (BarryWalsh et al., 2009; Chan et al.,
2014); and Western cultures
(Dumais et al., 2012; Vojt et al.,
2010). It has repeatedly exhibited
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good to excellent predictive
accuracy for verbal and physical
aggression towards staff in the
short term (Kaunomaki et al.,
2017; Maguire, 2017) and
suggestive of risk over a longer
follow-up period (Nqwaku et al.,
2018). It is also viewed as clear,
relevant, and applicable to
clinical practice (Dumais et al.,
2012).

Level IV
● Opinion of respected authorities and/or reports of
nationally recognized expert committees/consensus panels
based on scientific evidence

0

Level V
● Evidence obtained from literature reviews, quality
improvement, program evaluation, financial evaluation, or
case reports
● Opinion of nationally recognized expert(s) based on
experimental evidence

2

A

With the assistance of specific
models, such as the Ottowa
Model of Research Use, it is
possible to implement the DASA
on inpatient mental health units
(Lantta et al., 2015; (Lantta et al.,
2016).

((Newhouse R, Dearholt S, Poe S, Pugh LC, White K. 2005. The Johns Hopkins Nursing
Evidence-based Practice Rating Scale. Baltimore, MD, The Johns Hopkins Hospital; Johns
Hopkins University School of Nursing. Retrieved from
https://www.hopkinsmedicine.org/evidencebaseedpractice/_docs/appendix_h_synthesis_recommendation.pdf)
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Appendix D
DASA (Dynamic Appraisal of Situational Aggression)
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Appendix E
Email to Psychiatric PACs at XXXX Hospital
Hello All,
We will be trialing a violence risk assessment tool called the Dynamic Appraisal of
Situational Aggression (DASA) for three months on XXXX units. The DASA (pictured below)
is completed once a day by the registered nurse and is used to identify patients who may be at
high risk for violence. It will be kept on the front of the patient’s paper chart and will be
collected at the end of the week. If a patient is discharged prior to the DASA score sheet being
collected, please place the DASA scoresheet in the PAC binder located on the appropriate unit.
All patients admitted to the unit should have a blank DASA attached to the front of the paper
chart (blank DASA score sheets can be found in the PAC binder as well) with a patient label.
Please reach out to leadership if you have any questions.
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Appendix F
Email to Participants with Survey Links
Hello All,
Shortly we will begin trialing the violence risk assessment tool, called the DASA, conducted by
(name of team member). Please view the brief PowerPoint (link below) to assist you in
completing the DASA daily. After viewing the PowerPoint, please take the five-question
anonymous survey (link below) regarding the DASA. The survey scores will be anonymous and
will not by connected to any performance evaluations. The PowerPoint should not take more
than 5-10 minutes to view. Please ensure you hit the speaker button at the bottom of each slide
as the PowerPoint is narrated. We appreciate your participation in this project.
https://1drv.ms/p/s!ApYmw0x8J9NxgQADFV1vqJImafeQ (PowerPoint Link)
https://www.surveymonkey.com/r/TC9VXQT (Survey Link)

Best Wishes,
XXXXXXXXXXX
Nursing Research Associate

61

IMPLEMENTING THE DASA IN A MENTAL HEALTH UNIT
Appendix G
Pre-Post Education Survey
Question Title
1. Please list your unique code you created for the Pre-Education. This code consists of
your mother’s first and last initial and your 4-digit year of birth (e.g. EM1988). This code
will be used to anonymously match your pre- and post-survey responses.
Question Title
2. I am aware of behaviors that indicate a patient may become violent or aggressive.
Strongly disagree
Disagree
Neutral
Agree
Strongly agree
Question Title
3. I am comfortable assessing my patients for risk of violent or aggressive behavior .
Strongly disagree
Disagree
Neutral
Agree
Strongly agree
Question Title
4. I am more accurate using my own clinical judgement to assess patients who are at risk
for violence than a violence risk assessment tool.
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Strongly disagree
Disagree
Neutral
Agree
Strongly Agree
Question Title
5. I believe a structured tool for violence risk assessment is important in the prevention of
violence.
Strongly disagree
Disagree
Neutral
Agree
Strongly agree
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Appendix H
Post Implementation Survey
Question Title
1. I am aware of behaviors that indicate a patient may become violent or aggressive.
Strongly disagree
Disagree
Neutral
Agree
Strongly agree
Question Title
2. I am comfortable assessing my patient for risk of violent or aggressive behavior.
Strongly disagree
Disagree
Neutral
Agree
Strongly agree
Question Title
3. I am more accurate using my own clinical judgment to assess patients who are at risk
for violence than a violence risk assessment tool.
Strongly disagree
Disagree
Neutral
Agree
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Strongly agree
Question Title
4. I believe a structured risk assessment is important in the prevention of violence.
Strongly disagree
Disagree
Neutral
Agree
Strongly agree
Question Title
5. The DASA was effective in identifying potentially aggressive/violent behaviors in
patients.
Strongly disagree
Disagree
Neutral
Agree
Strongly agree
Question Title
6. The DASA increased my awareness of behaviors that indicate a patient may become
violent or aggressive.
Strongly disagree
Disagree
Neutral
Agree
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Strongly agree
Question Title
7. Use of the DASA decreased the episodes of seclusion or restraint with my patients.
Strongly disagree
Disagree
Neutral
Agree
Strongly agree
Question Title
8. I would like to continue to use the DASA as a violence risk assessment tool.
Strongly disagree
Disagree
Neutral
Agree
Strongly agree
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